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CAMA in NEW ORLEANS
Good Times and a Great Program
Marked CAMA'S '97Scientific Session
in the Big Easy!
• CAMA '97
Highlights from New Orleans
•CABIN AIR
Pan 2
•BEYOND THE
FAA FLIGHT
PHYSICAL
DEPARTMENTS
SOUNDBITES
HANDS ON
CERTIFICATION
FROM THE SI FILES
ON THE HORIZON
WASHINGTON UPDATE
THE PRESIDENT'S
DESK
EDITORIAL
BOOK REVIEW
The '97 theme was cardiology and cardiology it
was! All the big names and all the newest research from
pathogenesis to special issuance to the latest diagnostic
studies. There were discussions. There were panels.
There was old ("Would You Fly With This Pilot?").
There was new ("Forensic Dentistry"). There was
I medicolegal (see legal aspects of Aeromedical
I Certification by Kathleen Yodice, J.D. in this issue.)
I There was camaraderie. There was an evening
I dinner/dance aboard the Paddlewheel Steamboat
"Natchez". There was a walk through the French
Quarter with a guide and an encounter with Andrew
Jackson and Jean Laffite. There were reunions with old
friends, there were new friendships made. Our guest
J speakers were nationally recognized movers and shak-
ers. They informed us, they motivated us and they
entertained us. We were fortunate to have them. CAMA
'97 was nothing short of wonderful!
Our Honors Night Speaker was John Holliman, CNN
National Correspondent. An avid pilot and a staunch sup-
porter of the Aeromedical Certification Program, Holliman
entertained us with stories of Baghdad during the Desert
Storm bombing of that city at the beginning of the Gulf War.
Dr. Duane Catterson outgoing CAMA President
receives a plaque of appreciation from incoming
President, Dr. John Hastings.
Our Keynote speaker, Phil Boyer, is President of
the 350,000 member Aircraft Owners and Pilots
Association. How to Revive General Aviation was
one theme. The other was more directed at
Aeromedical Certification as he presented an ini-
tiative to help speed up the cumbersome Special
Issuance process. Streamlining Special Issuance
was chosen as this year's primary CAMA goal by
incoming President, John D. Hastings, M.D.
Forrest Bird, M.D. presents the Bird Award to Peter V.
Siegel, M.D., former Federal Air Surgeon. (Seepage 9)
A walk through the French Quarter is full of histo-
ry and apparently some historical characters, as
well! Here Jean Laffite greets a small group of our
guided tour into his intimate bar. He entertained us
with history around the time of British Battle of
New Orleans.
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THE PRESIDENT'S DESK
On the eve of accepting the gavel from Dr. Catterson, I
pondered CAMA's course for the coming year. Though I
we could consider many worthy objectives, I propose that we establish a limited
number of priorities and focus intensely upon them. I have chosen four areas
that I feel deserve emphasis by our organization, though I readily welcome sug-
gestions from all CAMA members. I propose the following priorities: Special
Issuance processing difficulties, membership, F//g/zrPhysican (newsletter), and
CAMA visibility.
I suggest we put forth a dedicated effort to offer creative solutions for Special
Issuance processing difficulties. EAA and AOPA have voiced the frustration of
pilots encountering certification delays; both organizations are addressing the
issue. FAA Aeromedical Certification Branch faces an increasing Special
Issuance burden. A short time ago, insulin dependent diabetics were denied
certification, a simple decision. Now, a single case may command six hours of
review. At our September meeting, Dr. Steve Carpenter suggested a dialogue
between AMEs and FAA regarding Special Issuance, inviting comments from
our organization. We must respond to this challenge. We have an unprecedent-
ed opportunity for proactive participation in the Special Issuance dilemma.
Let's give Special Issuance top priority.
We must motivate the young and the newly designated AME to join CAMA.
We are the only AME organization. We must demonstrate the value of CAMA
membership. Through our bulletin, annual scientific meeting, interim meetings,
exchange of information, and interaction with government and aviation
organizations, we must provide that value to our members.
A restructured editorial policy has been implemented with the intention of
sharing responsibility for our publication (see this issue for details). Your
Managing Editor, Dr. Stacy Vereen, is working hard to improve the bulletin's
physical layout and appeal. He has innovative ideas for presenting interesting
material to our readers. The bulletin connects us with the AME throughout the
year. I invite all members to get involved with the bulletin, offering your ideas,
articles, comments, letters, and criticisms.
We must improve our visibility within the aviation industry by being continual-
ly engaged in its workings. We must maintain a dialogue with government, avi-
ation organizations, and the industry. Through the F%/zfPhysician (newsletter),
participation in aviation gatherings, educational materials, and perhaps speak-
ing engagements. We must demonstrate that CAMA speaks for the AME.
I welcome suggestions from all CAMA members. With your help, I sincerely
believe that CAMA can grow and prosper.
J John D. Hastings, M.D.
EDITORIAL
H, Stacy Vereen, M.D.
CHANGES
On September 16, as I began writing this editorial about
changes, it suddenly occurred to me that one year ago to
the very day, the new Part 67 changes went into effect.
Now, one year later, the structure and editorship of the
CAMA Bulletin is undergoing a change. I felt trepidation
then and I feel it now. Then, because Part 67 defines what
we do as AMEs, how we go about our AME jobs, as it
were. I feel trepidation now, because as Managing Editor
of this Bulletin, I must oversee some changes as well. The
changes in Part 67 turned out to be for the better. I hope
our efforts with your CAMA Bulletin will be received half
so well!
The bulletin has a new face, hopefully in keeping with
current journalistic style. But the content has undergone a
revamping of its own. Departments have been created to
enhance the overview. Sound Bites is a series of short
paragraphs to keep you current on the latest stories and
news in aviation medicine. Hands On Certification will
offer practical ideas on anything that will enhance your
effectiveness as an AME. This will include how to help
your pilots with certification problems and how you can
help speed up the certification process by a better under-
standing of the system. We will also offer timely advice on
the liabilities and legal implications of what we do as
AMEs and how to avoid the pitfalls. From the SI Files, we
will look at some interesting Special Issuance cases with
notes from the AME, the FAA specialist consultant, and
the Special Issuance staff at the Civil Aeromedical Institute
in Oklahoma City.
On the Horizon is devoted to current information on
upcoming events relating to aviation medicine. The latest
news from Washington will be summarized in Washington
Update. Thoughts from our CAMA President will be
reflected in The President's Desk. When applicable, there
will be a Book Review or review of any pertinent aviation
medicine literature. There will be an Editorial and some-
times a Guest Editorial. A feature article and a secondary
article on a contemporary aviation medical topic will round
out the content.
I am honored that your Board of Trustees has given me
this opportunity to contribute. I am also extremely pleased
to have Jack Hastings and Bill Hildebrand as Associate
Editors. Trial by fire is infinitely more bearable in the com-
pany of friends. Jim Harris will, as always, keep us in
touch with reality as his precious wife, Sammie will do for
him (some things, thankfully, never change!).
I serve as Editor at the pleasure of the Board of Trustees
but they, in turn, serve at the pleasure of the membership.
Your input is not only welcome but vital to the success of
this Bulletin. Criticisms, contributions, dissenting opin-
ions, and Letters to the Editor are actively sought.
This Bulletin is the window through which everyone
views our organization. It can be a priceless asset in our
efforts to "make a difference" but it can just as easily be a
deadly liability. The collective input of this organization
will make a far greater difference in this regard than any
editor could ever hope to make. Think about that....and act
accordingly!
SV
WASHINGTON UPDATE
In August, the Aerospace Medical Association convened a Task Force to examine the issue of U. S. Air Carrier Medical
Kits, including the use of Automatic External Defibrillators (AED's). The purpose was to prepare a set of recommenda-
tions to be forwarded to the U. S. House Aviation Subcommittee, the FAA, and the airlines. In attendance were 23 physi-
cians across the major specialties (including several CAMA members). The deliberations and recommendations have
been compiled and are currently under review by AsMA's Executive Committee. It is anticipated that the recommenda-
tions of the task force will be published within several weeks.
Russell B. Rayman, M.D., MPH
CAMA Government-Liaison Representative
Editor's Note: The issue of medical kits and defibrillators aboard U S Air Carriers is controversial, to say the least.
AsMA should be applauded for bringing sound aeromedical expertise to bear on an issue that should not be totally decid-
ed in the arena of politics and public perception. The F%/z?Physician will present a synopsis of the recommendations in
the next issue.
SV
Beyond the FAA Flight Physica
William L. Hildebrand, M.D. '
For many pilots, the FAA Flight Physical may be the only
examination that they routinely undergo. For others, this
may be the only contact with a physician they will have
and for still others, this may be the only contact with the
medical system.
We have all found pilots that believe that since this is an
examination to allow a person to fly, it must be very com-
prehensive and is all that he or she would ever need in the
way of a periodic examination.
The FAA Physical Examination (FAAPE) is a history and
physical examination concerned with the risk of incapaci-
tation or impairment of mental or physical ability. This is
why the flight physical is required and is the focus of the
examination.
Let us not forget that the FAAPE presents an opportunity
for some limited preventive medicine. It's cost effective
and can enhance the quality and possibly the length of life.
We are going to review some of the preventive medicine
areas that are not included in the FFAPE that might be
suggested to the pilot for a more comprehensive preven-
tive medicine approach.
Much of this information is gleaned from The Report of
the U.S. Preventive Services. The probability of death
tables from specific causes and general medical
knowledge of preventive medicine. It is intuitive for physi-
cians to value preventive medicine and we have all sought
the opportunity to intervene in the disease process before
the disease was evident to the patient. Infectious diseases
formerly occurred in waves of epidemics like polio. In
1954, there were over 18,000 cases but after the vaccine
there were only 3 cases in 1993. In the history of rubella,
there were 12 million infections, 11,000 fetal losses and
20,000 infants born with birth defects in 1964. There has
been a 99% decrease in the incidence for rubella. Similar
trends have occurred for pertussis and diphtheria.
Age adjusted mortality from stroke has decreased over
50% mostly due to the early detection and treatment of
hypertension. Everyone knows about the reduction in
mortality from cervical cancer since the widespread use of
the Papanicolaou smear that detects dysplasia before can-
cer has even developed. The newborn testing for
Phenylketonuria and congenital Hypothyroidism now pre-
vents a number of cases of mental retardation in children.
Behavior modification may be the buzzword for today and
tomorrow for the decrease in the early cause of death from
heart disease, cancer, cerebrovascular disease, chronic
obstructive pulmonary disease, injuries, and HIV.
Smoking (contributes to 20% of
deaths in the U.S.) 358,000
Coronary Artery Disease 100,000
Stroke (CVD) 23,000
COPD and Pneumonia 85,000
MVA (including DUI) 41,000
AIDS 38,780
(CDC-June 1981 -June 1997379,258)
The pilot should remember that preventive health care is
not the purpose for this FAAPE but he or she will need to
establish a relationship for preventive health care with a
physician. Many AMEs are active participants in preven-
tive medical care of pilots, when the pilot desires such a
relationship.
Does patient counseling work? If counseling were 100%
successful, everyone would be exercising, there would be
no smoking and there would be no fat doctors. It depends
on the receptivity of the patient and the effectiveness of
the counselor. It is also difficult to measure, but general
trends seem to indicate improvement in the statistics con-
cerning specific diseases. Small changes are better than
no change at all. There will be more on this later.
Is it cost effective? Of course it is, if we could delay the
onset of high blood pressure by 10 years this would be an
unbelievable savings in the cost of medical care.
Here are a few important areas in preventive medicine that
might be of interest to your pilot population.
The leading cause of death in the U.S. is ischemic heart
disease with 490,000 deaths in 1993. Three times that
number suffered an MI (1.5 million) with 1/3 not surviv-
ing the event. Death is from CHF or cardiac dysrythmia
resulting in cardiac death. Clinically significant CAD is
uncommon in men under 40 and pre-menopausal women,
but the risk increases with age. In post-menopausal
women the risk increases rapidly and approaches that of
their male counterpart.
As you know, risk factors such as smoking, hypertension,
diabetes, high cholesterol, lack of exercise, and a positive
family history of CAD, increase the risks accordingly.
Mortality from heart disease had decreased steadily for the
last 3 decades, however the total number of cases of CAD
should increase for the next three decades because of the
increasing size of the older population.
^- •)- ^- (continued on page 6)
CABIN AIR QUALITY (PART II)
Allen J. Parmet, M.D., MPH
The major concern over the past few years has been the potential
for transmission of infectious disease within the aircraft cabin.
The Centers for Disease Control and Prevention (CDC) reported
transmission of tuberculosis to passengers on a long distance
flight in 1995. This was an 8 hour flight in a wide bodied aircraft
where passengers seated or standing within two rows of the
infected patient were presumed to have been infected, although
this diagnosis was made on the basis of skin test conversion and
the assumption of prior non-exposure. CDC were unable to con-
firm transmission by DNA typing because none of the skin test
positive patients actually became ill and were clinically produc-
tive of bacteria. My department has investigated some 25 events
in the past two years where a potentially infectious patient was
transported on an aircraft and days to weeks later I was informed
that the patient had indeed traveled on a certain aircraft.
Based on the air flow dynamics and CDC recommendations, we
then contacted the passengers who were sitting plus or minus two
rows from the infectious patient. In addition, we tested our cabin
crew members. As of today, we have not demonstrated transmis-
sion to any other person. In contrast, we have also investigated
four incidents in work places within the company, where an
employee was actively infectious, although the exposures were
for much longer periods of time than a typical 1-5 hour flight, hi
those four events, we did demonstrate seven cases of presumed
transmission, again by skin test conversions. Other diseases may
be transmitted within the aircraft cabin and it is highly advised
that individuals who are infectious do not travel.
There was an incident in 1977 where a passenger with influenza
boarded an aircraft in Anchorage, Alaska. The aircraft had an
environmental system malfunction and due to the time of year,
the crew elected to keep the passengers in the plane for the next
three hours while it was being repaired. Approximately 3/4 of the
passengers on that aircraft later developed influenza symptoms. I
would submit this as a highly unusual event and far from typical.
Nevertheless, an individual with an active disease, such as
mumps, measles, or chicken pox, certainly should be discouraged
from taking a commercial aircraft or indeed going to the movies,
traveling by bus or being in other public places until they are no
longer a health threat. They may be denied permission to board
an aircraft.
More to the point is the concern that aircraft provide a rapid
means of transmitting disease around the world. We know the
bubonic plague, the "Black Death", took some 20 years to march
across Europe in its great worldwide pandemic 500 years ago. In
the 19th century, cholera took about 10 years to circle the globe,
thanks to steamships. In 1957, a pair of missionaries from Hong
Kong flew to a worldwide convention in Iowa. Over the next
week, they managed to spread the influenza to many of the other
members of their organization who, at the conclusion of the meet-
ing, returned to many places around the world. The worldwide
Hong Kong flu epidemic was the result, hi 1992, contaminated
food served on a flight from South America caused the largest
cholera outbreak in the United States in the 20th century.
Aircraft have succeeded in making our would very small indeed.
The specter of new epidemics, such as Lassa fever, ebola and
other emerging viruses present a potentially greater threat for
rapid spread and dissemination of disease. Therefore, the true
compromise to public health is represented by the infected indi-
vidual who, knowingly or unknowingly, exposes other people in
an aircraft or other public areas.
We must work together to carefully deal with these issues and
maintain the best possible environment within the compromise of
the physical capabilities of our environment and the tolerance of
other humans. It is possible to have everyone fly while wearing a
HERA tuberculosis mask, but I think very few people would be
willing to do this. Certainly, like all other human endeavors,
commercial travel has certain risks, albeit very small, that must be
weighed against the benefits it provides to us.
A. J. Parmet is Medical Director of
TWA in Kansas City, Missouri
AWARD OF MERIT
James L. Harris, representing CAMA's President A.
Duane Catterson, M.D. presented an Award of Merit to
Stephen L. Carpenter, M.D., for his continued education
of physicians in medical certification of pilots and his
articles on problem medical cases published in the
CAMA Bulletin.
There are two screening strategies to decrease the morbid-
ity or mortality of CAD:
Screen for modifiable cardiac risk factors (Primary inter-
vention)
Hypertension
Hypercholesterolemia
Smoking
Sedentary life style
Overweight
Diet
Laboratory Screening for asymptomatic CAD (Secondary
Intervention)
Exercise ECG Thallium-201 Exercise echocardiography
Increased blood cholesterol is one of the major modifiable
risk factors for CAD, which is the leading cause of death
in the U.S. CAD accounts for 490,000 deaths per year
and angina and non-fatal MI are the source of substantial
morbidity at an estimated cost of $60 billion per year.
CAD has a low incidence at age 35, but increases rapidly
and exponentially in men (and in women about 10 years
after the menopause). CAD occurs earlier in folks with
familial hypercholesterolemia (FH) and familial combined
hyperlipidemia. (FDH)
There is strong evidence for the relationship between ele-
vated blood lipids and CAD. CAD increases in a graded
and continuous fashion beginning with cholesterols as low
as 150-180mg/dL. Cholesterol alone is a weak predictor
of CAD mortality and is less so after the age of 65. A
much better predictor of CAD is the total cholesterol/HDL
ratio. Elevated is defined as >200-240mg/dL, but persons
with levels below this account for the majority of CHD
events.
There is little evidence that screening has any effect on
reducing the incidence of acute coronary events. In
asymptomatic patients with small plaques there is no evi-
dence that treatment has any effect in reducing the risk for
coronary event.
Coronary artery bypass grafting (CABG) has been shown
to prolong life when compared to medical therapy in
patients with left main coronary and three-vessel disease
with poor left ventricular function.
Percutaneous transluminal coronary angioplasty (PTCA)
will decrease the frequency of angina but has not been
shown to reduce the incidence of MI or cardiac death.
It has been shown however, that smoking cessation, serum
cholesterol reduction, and controlling hypertension will
decrease the risk of coronary events.
Screening low risk populations i.e., pre-menopausal
females and asymptomatic men under 40 will result in a
false positives rate unacceptable due to the resultant mor-
bidity (and mortality) from more invasive testing and the
concomitant increase hi medical care costs.
Screening for high blood cholesterol is recommended for
men ages 35-65 and for women ages 45-65. There is
insufficient evidence to test asymptomatic men or women
over the age of 65. There is also insufficient evidence to
recommend screening for asymptomatic children, adoles-
cents or young adults.
CAD accounts for almost a million deaths per year and
causes an estimated cost of $60 billion in medical expens-
es and lost productivity. Autopsy studies in adolescents
and young adults gives us convincing evidence that
artherosclerosis begins much earlier than once thought.
Among persons with inherited lipid disorders such as
familial hypercholesterolemia and familial combined
hyperlipidemia there is an even earlier onset of arthero-
clerosis.
The best evidence in favor of lowering cholesterol is
reduction in the risk of CHD. Significant benefit has been
shown for persons with pre-existing artherosclerocic vas-
cular disease. These trials enrolled people with angina
and history of MI. Cholesterol lowering treatments
slowed the progression of artherosclerosis, reduced the
incidence of CHD and reduced overall mortality.
Cholesterol lowering treatments have not yet been shown
to be effective in people without CHD.
Screening for hypertension is recommended for all adults.
Of course a blood pressure check is included in all Flight
Physicals. All pilots know that the blood pressure needs
to be lower than 155 over 95 to pass the physical and be
able to fly. He or she needs to know that elevated blood
pressure is a health hazard and needs to be treated correct-
ly. Hypertension is defined as a diastolic blood pressure of
140/90 or higher. It is present in 43 million Americans but
more prevalent in blacks and the elderly. Hypertension is
the leading risk factor in CHD, congestive heart failure,
stroke, renal disease and retinopathy. These diseases are
the most common, serious and expensive diseases in the
country. Controlling hypertension would have a tremen-
dous positive impact on the morbidity, mortality, and the
medical bills for the United States. The gold standard test
is office sphygmomanometry. This is a very accurate test
when performed correctly but there are false positives and
false negatives. These errors can come from a variety of
causes among which are instrument error, operator error,
and patient anxiety.
Is treatment effective? Historical data has shown a near
0% 5-year survival from malignant hypertension. Studies
30 years later, when treatment became effective, show a
>> •)• >>• (continued on page 13)
Hands On Certification
Legal Aspects of Aeromedical Certification
Kathleen A. Yodice, J.D.
Many physicians who conduct examinations on airman are con-
cerned about the liability to which they may be exposed in doing
so. Many of these physicians are Aviation Medical Examiners
(AMEs) performing flight physicals on these airmen in order to
assist the Federal Aviation Administration (FAA) in determining
whether an individual meets the standards for a particular class of
airman medical certificate. Other physicians examine and treat
airmen, not as their AMEs, but as their treating physicians. Yet
other physician have particular knowledge concerning the med-
ical fitness of the pilot, but are neither the pilot's AME or treating
physician. Consequently, issues of confidentiality, duty, medical
ethics, and judgement calls are popular topics among physicians
who treat, certify, or know airmen.
The (FAA) maintains that there is a rather remote chance of a
physician being sued by an airman because of the physician's
conduct as an AME or as a physician within the aviation commu-
nity. However, physicians who find themselves in these roles
should remain cognizant of their legal responsibilities.
The threshold of these responsibilities lies in the exercise of rea-
sonableness and prudence: that is, the physician must not be neg-
ligent in his or her conduct. "Negligence" is defined in Black's
Law Dictionary as "the omission to do something which a rea-
sonable man, guided by those ordinary considerations which
ordinarily regulate human affairs, would do, or the doing of
something which a reasonable and prudent man would not do." In
those cases where the "reasonable man" has greater or particular-
ized knowledge that a person of the general community would
not have, negligence is measured against the reasonable person of
similar circumstance. In order to establish liability based on negli-
gence, an individual would have to establish that the physician
was unreasonable in his or her conduct or judgment.
An issue raised by many AMEs is whether the FAA will repre-
sent the AME if he or she is sued in the capacity. Under current
law, the United States Government, will not represent an AME if
he or she is sued in the capacity of an Aviation Medical
Examiner. In 1990, the United States Court of Appeals for the
Second Circuit held that AMEs are designers of the FAA, they
are not employees of the FAA. Leone v. United States. 910 F.2d
46, cert den 49 U.S. 905 (1991). The Leone court used legal prin-
ciples traditionally used to distinguish between independent con-
tractors and employees or agents. The Leone court concluded that
the FAA did not exercise enough control over the AME for the
AME to be considered and FAA employee. The courts have con-
sistently followed this analysis since 1991; most recently, the
United States Court of Appeals for the Fourth Circuit followed
this logic in Robb v. United States. 80 F. 3d 884 (1996).
However, the United States Government will not abandon an
AME who is sued in his or her capacity as an AME. The govern-
ment will probably be brought into the lawsuit as a party under
the Federal Torts Claims Act. The FAA will try to lend support to
the AME by providing testimony or documents that the AME
performed his or her duties as an AME in accordance with the
guidelines provided to the AME. The FAA consistently advises
AMEs to make sure that their malpractice insurance coverage
includes their AME functions.
Another issue that AMEs inquire about is whether the informa-
tion that they gather during an examination for airman medical
certification is protected by the doctor-patient privilege. Although
the case has never been squarely addressed, the FAA maintains
that a doctor-patient relationship is not created when an AME
examines an applicant for an airman medical certificate. The
AME is acting on behalf of the FAA and must provide all rele-
vant information gathered during the examination to the FAA so
that a proper determination of airman fitness for medical certifi-
cation can be ascertained. The logic of the opinion that a privilege
does not exist comes from a line of cases involving physicians
who examine persons on behalf of third party, such as an employ-
er or an insurance company.
hi the FAA's experience, there are four areas of potential liability
for an AME to consider in assessing any risk of being sued: negli-
gent injury, negligent denial, negligent certification, and breach of
confidentiality. Non-AMEs may confront these potential liability
issues as well as possibly becoming involved in those areas of lia-
bility that face medical practitioners generally.
1. Negligent injury to an applicant for airman medical certifi-
cation.
Since a doctor-patient relationship probably does not exist, there
may be no professional duty by an AME to diagnose and treat
with requisite skill and care, but the AME probably continues to
woe a duty of ordinary care not to negligently injure the appli-
cant. The risk of this type of liability is probably low since the air-
man medical certification examination does not necessarily
require sophisticated or invasive test methodology. However, the
AME should be aware that conduct during the examination or
even a simple on-the-side procedure may result in injury that may
be reviewed under the more stringent professional duty of care.
As a general rule, a physician who examines a person for any rea-
son other than diagnosis or treatment and for the benefit of some-
one other than the examinee does not owe such a duty of care as
would subject him to liability for malpractice, including the duty
*}- ^- ^- (continued on page 8)
to diagnose. However, if an AME undertakes to advise an appli-
cant of a condition, i.e., to diagnose and recommend a medical
course of action, the AME has a duty to do so with the appropri-
ate level of skill and care. This is an area where a distinction must
be made between establishing medical qualifications and render-
ing medical treatment.
n. Negligent denial of certification to an applicant.
This type of liability may exist if an AME fails to certify a quali-
fied applicant for airman medical certification. In order to estab-
lish liability, however, it must be shown that the denial of certifi-
cation was negligent. If an AME has a reasonable basis for deny-
ing of deferring certification to an applicant, then there will be no
liability for withholding issuance of the certificate. In this regard,
it may be more prudent to risk not certifying a qualified applicant
than to risk injury to the applicant and others by certifying an
unqualified applicant. In these types of cases, monetary damages
are usually limited to actual losses and they tend to be minimal.
III. Negligent issuance of airman medical certification to an
applicant.
This type of liability may result from an AME's decision to issue
an airman medical certificate to a medically unqualified appli-
cant. This is an area of liability that potentially presents the great-
est monetary award liability for an AME. As with the other areas
of liability, accountability will only arise if the AME's decision
was the result of negligent conduct. If the AME acts reasonable in
examining the applicant and in determining that the applicant is
entitled to an airman medical certificate, then the AME will not
be liable for the issuance of that certificate even if it turns out later
that the applicant is medically unqualified to hold the certificate.
If an applicant has a disqualifying condition that the AME does
not discover, because there was no reason or opportunity to dis-
cover it, then the AME will not be held accountable for the
issuance of the certificate. The best protection against this type of
liability exposure is for the AME to follow the guidelines regard-
ing when to certify and when to withhold issuance.
IV. Disclosure of a confidential communication.
Most, if not all, states have enacted laws that prohibit the disclo-
sure of communications between a doctor and a patient unless the
patient consents to the release of the communicated information.
The laws generally protect communications between a doctor and
a patient that are made for the purpose of diagnosis or treatment.
Information learned or obtained in another context is not protect-
ed information. These laws are premised on principles of privacy
and implied contract.
This type of liability probably does not apply to AME-applicant
relationships since a doctor-patient relationship probably does not
exist. Accordingly, any medical information obtained during the
AME examination process is properly revealed to the FA A.
However, many AME's are also the applicant's treating physi-
cian. In these instances, it is important to avoid combining the
AME role with the treating physician role; make it clear that the
roles are distinct and may carry different, conflicting obligations.
However, there are many physicians who are not AMEs but are
aware that the person who they are treating is a pilot.
This often leads to the issue of whether an AME is allowed to, or
even may be obligated to, disclose pertinent medical information
to the FAA or an aviation employer. There are two states in the
United States that have passed laws addressing the release of
medical information about medically unqualified airmen: Virginia
and Ohio. The Virginia statute permits a physician to disclose
medical information to the FAA when the physician believes that
the person's medical condition could affect the person's ability to
safely operate an aircraft. The reports must be made in good faith
and it does not matter whether the person is or was a patient of
the physician making the report. The Ohio statue exempts from
liability a physician who discloses to an employer the employee
has a condition that represents a potential risk of harm to passen-
gers on any aircraft. Neither statue imposes a duty on the physi-
cian to disclose.
When evaluation whether to reveal privileged information, a
physician may be able to consider analogies that may be made to
some state laws that require disclosure of medical information
when that information concerns a matter of substantial public
interest. For example, many states require physicians to report
cases of gunshot wounds, domestic abuse, or contagious diseases.
Yet, some states prohibit disclosure of medical conditions that are
of an extreme personal nature and may not be of much affect to
the public interest, such as HIV status or drug test results. In all of
these circumstances, it seems that there is a balancing of public
safety versus private interests.
In any case, nothing precludes a physician from discussing these
matters with the airman. Advising the airman that he or she does
not, or may not, meet the standards for airman medical certifica-
tion may protect the physician from any later law suits filed by
persons injured because of the pilot's medical condition.
Conclusion
Unfortunately, there are not very many sharp lines for an AME to
respect with the regard to liability that may be incurred in exam-
ining applicants for airman medical certification. The key focus
for any physician in these cases is to act reasonably and to be
comfortable and confident in making decisions that will affect
whether an individual may begin medical certification to operate
an aircraft.
Kathleen Yodice is Manager, Appellate Branch, Enforcement
Division, Office of the Chief Counsel Federal Aviation
Administration and a longtime friend to AME's.
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Bird Award
Peter V. Siegel, M.D. of San Antonio, Texas was presented the Forrest M. Bird Award for
1997, for his outstanding contributions to the art and science of aviation medicine.
Dr. Siegel served with the U.S. Navy where he obtained his initial training and experience
as a flight surgeon. After a significant period of private practice in Missouri, he joined the
Federal Aviation Administration in the Aeromedical Certification Division. In 1965, he
was selected by the Administrator of the Federal Aviation Administration to be appointed
as the Federal Air Surgeon of the United States.
During his tenure as Federal Air Surgeon, he was known for his excellent clinical judgment, logic, and common sense
to cut through previously impenetrable layers of bureaucratic obstacles facing airmen with medical problems who
wished to return to flight status. Of particular note, was his recognition of chemical dependency as a disease rather than
simply as a behavioral or moral deficiency. Literally thousands of airmen up to the present time, owe their ability to
return to flight status, and more important, their recoveries from these otherwise fatal diseases, to his foresight. At the
same time, he applied a balanced and even-handed standard to applications which would have jeopardized public safe-
ty, had those applicants been issued medical certificates.
BOOK REVIEWS
FAA MEDICAL CERTIFICATION,
Guidelines for Pilots, Third Edition, Richard O. Reinhart, MD.
Iowa State Univ. Press, Ames, Iowa 50014
This third edition Handbook updates this manual which
first appeared in 1982 under the title of The Pilots Medical
Manual of Certification and Health Maintenance. This
new edition was written with the new Part 67 changes in
mind and is the most current and comprehensive book of
its kind. Written primarily for pilots, this paperback is
also an inexpensive resource for AMEs, especially ones
who do only a limited number of flight physicals and need
a resource for a specific problem. Of course, The FAAis
Guide for Aviation Medical Examiners should remain the
"default" reference. A complete copy of the current Guide
is included in this book as well as Part 67 of the FARs
Medical Standards and Certification. Some of the diet tips
and lifestyle recommendations will be of less interest to
the AME as well as some medical explanations that were
obviously written for nonmedical personnel. Keep in
mind, of course, that this is a handbook for pilots.
Nonetheless, the overview of the system, the way it works,
and how you can help "your" pilots stay on the right side
of certification, certainly make this book a valuable
resource.
SV
For ordering info call or fax Iowa State University Press
Phone: 1-800-862-6657
Fax: 1-515-292-3348
MEDICAL GUIDELINES FOR AIRLINE TRAVEL,
First Edition, Air Transport Medical Committee.
Aerospace Medical Association.
With about a billion passengers a year traveling worldwide
on the airlines, it is not surprising that we are getting so
many inquiries about who is safe to travel with what dis-
ease or condition! When a question arises, the logical
source of information is, of course, the good ol' AME.
Well, now you have your logical source of information.
This reference is a must for any AME. The book is filled
with all sorts of general facts about air travel including the
flight environment and potential effects on the passenger.
A full two-thirds of this book is devoted to specific
conditions and diseases. With what severity of disease is it
safe to travel? What special arrangements or precautions
should be considered? How long after a serious event
such as an MI or major surgery should we advise our
patients to wait before air travel? It's all here. This book
will not relieve us from exercising sound case by case
medical judgement, but it will give you invaluable guide-
lines, criteria and parameters to point you in the direction
of a correct and safe decision for your patient.
SV
Ordering info: $18 (includes S&H)
Call Aerospace Medical Association 703-739-2240 ext-
107
(Visa, MC, AMEX)
or send ck to AsMA
320 S. Henry St.
Alexandria, VA 22314-3579
New CAMA Editorial Policy
CAMA has adopted a restructured editorial policy implementing the concept of an editorial board. Producing the CAMA Bulletin
has been a daunting task for a single editor, and editorial board members will now share this responsibility. The Board's structure
and current membership is depicted below.
Managing Editor
H. Stacv Vereen, M,D,
Co-Editor
John D. Hastings, M.D.
Editorial Advisor
CAMA President
Co-Editor
William L. Hildebrand, M.D.
Publication Manager
CAMA Executive Vice President
The CAMA President's role as Editorial Advisor allows input from the President to insure the bulletin reflects CAMA policy or
in cases where CAMA policy is NOT reflected, it should be clearly indicated as an alternative source of material (editorial opin-
ion, dissenting view, member comment, etc.). Since editorial comments will frequently appear after articles or in response to let-
ters to the editor, the traditional journalistic approach of having these comments appear in italics and using "Ed" as a subscript
will be modified. We have, after all. three editors. Each editor will use his initials to signify that the preceding italicized script
was indeed an editorial comment and at the same time identify which editor was responsible.
The goal of this effort is the timely publication of an attractive, interesting, and informative aviation medical newsletter that will
serve as a valuable resource for our AME constituency.
The Editorial board welcomes the contribution of material for publication. Please submit double-spaced; word processed copy of
diskette (preferably Microsoft Word) to:
\U
>1-0217
'arthlink.net
CALL FOR IDEAS
The workload of the Aeromedical Certification Division's Special Issuance Section often results in 8 to 10 week delays.
As more and more conditions and diseases are considered for certification through the Special Issuance process, there are
obviously more and more cases. Even more perplexing is the fact that each case takes more time. Dr. Steve Carpenter,
who heads up Special Issuance Section at CAMI agrees that more pilots can be certified, so in that sense, certification has
become easier. For the Special Issuance Section, however, it has become more difficult and much more time consuming
to review cases that were routinely denied in the past. Dr. Carpenter has invited AMEs to help solve the problem. What
can AMEs do to ease the load in Oklahoma City and improve upon the process?
This is CAMA's highest priority for the coming year. Input from all interested persons is invited. Send your views to
Headquarters and be part of the solution. All ideas will be considered. Let us hear from you!
All will profit from Special Issuance remedies. The AME will participate in the solution and become integral to the
process. The FAA burden will be lightened, the pilot will benefit, and aviation organizations will be delighted.
JH
10
From the Files
File No. 001
A case study in neurology by John D. Hastings, M.D.
Aeromedical Certification
. . . You make the call
A 32-year-old airline first officer had just entered the termi-
nal following a flight when he experienced diplopia with
vertical separation of images, left sided numbness, and left
sided weakness. He was hospitalized, and a CT brain scan
revealed a 1-cm right midbrain hemorrhage just under the
surface. MRI Imaging confirmed the lesion; MR
Angiography revealed no vascular malformation or other
source of hemorrhage. The airman recovered completely
within two weeks, and a follow up CT Scan 3 months later
demonstrated complete resolution of the hemorrhage.
Eight months post hemorrhage, a neurosurgical opinion
was obtained in preparation for recertification. The neuro-
surgeon suggested a conventional femoral angiogram for
completeness. This demonstrated a small vascular malfor-
mation at the site of the hemorrhage. After much discus-
sion, a lengthy microneurosurgical procedure was per-
formed via a right temporo-parietal craniotomy. The right
temporal lobe was retracted for exposure. The malforma-
tion was completely excised, leaving a hemosiderin-lined
cavity 8mm wide and 5mm deep. Dilantin prophylaxis was
instituted as a precautionary measure.
Post-operative angiography revealed no evidence of resid-
ual malformation. A post-operative EEG (one month)
revealed higher amplitude over the right hemisphere and
some 4-7Hz slowing intermittently over the right temporal
region. His neurosurgeon plans to discontinue Dilantin at
the anniversary of the surgery, and states its use is only pre-
cautionary. This airman seeks certification. You be the
judge:
• Would you certify the airman outright? Would you seek
special issuance?
• Would you deny the airman because of his brain stem
hemorrhage?
• Is there any additional information you would like to
have? What would it be?
• Would you deny the airman because of the abnormal EEG
and risk for epilepsy?
• Would you tell the airman to stop Dilantin and then certi-
fy him with an explanatory letter? Would you certify
immediately or require an observation period? How long?
• Would you want any follow-up studies before certifica-
tion?
(For a discussion see page 12)
CIVIL AVIATION MEDICAL ASSOCIATION
Corporate and Sustaining Members
The financial resources of individual members alone cannot sustain the Association's pursuit of its broad goals and objectives. Its forty-five
year history is documented by innumerable contributions toward aviation health and safety that has become daily expectations by the world's fly-
ing population. Support from private and industrial sources is essential for CAMA to provide one of its important functions, that of education.
The following support CAMA through Corporate and Sustaining Memberships:
SUSTAINING MEMBERS
Frank H. Austin, Jr., M.D.
Forrest M. Bird, M.D.
Per-Johan Cappelen, M.D.
Gary E. Crump
Walter R. Lawrence, M.D.
M. Young Stokes, III, M.D.
Grayson Flying Service, Inc.
Don Booth, President
Denison, Texas
Rummel Eye Care, P.C.
1022 Willow Creek Road
Prescott, Arizona
James R. Almand, Jr., M.D.
Stephen V.A. Blizzard, M.D.
A. Duane Catterson, M.D.
Robert I. Curry M.D.
Floyd F. McSpadden, M.D.
James L. Tucker, M.D.
Dalrie Berg, D.O.
John H. Boyd, D.O.
Frank J. Ceravolo, M.D.
John L. Garred, M.D.
Jeffrey G. Morgan, M.D.
Albert van der Waag, Jr., M.D.
CORPORATE MEMBERS
Embry-Riddle
Aeronautical University
Prescott, AZ
Percussion Aire Corporation
Sandpoint, Idaho
Titmus Optical
Bill Broach
Petersburg, VA 23803
Continental Airlines
9999 Richmond Ave.
Houston, Texas
Thomas R. Berglund, M.D.
Boone Bracket!, M.D.
D. Owen Coons, M.D., MPH
John D. Hastings, M.D.
Robert W. Rigg, M.D.
Dennis H. Wessels, M.D.
Stereo Optical Company, Inc.
Joseph F. Anders, President
Chicago, Illinois
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Discussion: You make the call:
The airman cannot be certified while on anticonvulsants
despite the fact that no seizures have occurred. The med-
ication's purpose is seizure prevention, and its use, by def-
inition, indicates a perceived risk. The airman can neither
be certified outright or under the Special Issuance process
at this time.
He has been surgically cured of the source of his brain
stem hemorrhage and no others were found. As with
aneurysms that have been isolated from the circulation,
certification is appropriate when healing has occurred.
You would want to know if the airman has any risk factors
for seizures, such as a history of febrile seizures, a remote
neurological insult such as head injury, or any previous
seizure history. Such risk factors might increase the air-
man's risk.
When the bony calvarium is interrupted (craniotomy) a
"breach" rhythm is often seen on the EEC after surgery. A
breach rhythm is higher amplitude activity over the cran-
iotomy site due to lessened attenuation from the skull
defect. This is an expected finding with no clinical signif-
icance. The 4-7Hz focal slowing is not an epileptiform
abnormality, but might indicate some neuronal injury (per-
haps related to retraction). This is not an uncommon find-
ing, and it may persist indefinitely. In itself, this breach
rhythm would not prevent certification.
For reconsideration, the airman would have to discontinue
Dilantin. Depending upon risk factors and your index of
suspicion, you might want a medication-free period of 6-
12 months before certification. With no risk factors, 6
months may be ample.
A follow-up EEG would help. The initial EEG was done
only one month following surgery and a follow-up tracing
might well be normal. This would give you great reassur-
ance, and perhaps shorten your observation period to 3
months. If slowing were still present, you might want to
wait somewhat longer, such as 6-12 months.
Comment:
Without any seizure risk factors, the risk of seizure is
probably very low, approximating that of the normal popu-
lation. The malformation was in the brain stem, and
seizures arise from cerebral hemispheres. The steps for
certification would include discontinuing Dilantin, per-
forming a follow-up EEG, and determining an adequate
observation period depending upon the results. This air-
man should ultimately be able to resume his career.
SOUND BITES
The major airlines are hiring at an ever-accelerating
pace. The Americans with Disabilities Act (ADA) pro-
hibits any medical questions, examinations or diagnos-
tic tests until a job offer has been made. This is
extremely advantageous to the pilot applicant. If there
is a question about a health problem or condition, then
the pilot applicant is informed of this and has a chance
to clarify the issue. This clarification typically takes the
form of existing health records or a consultation with a
specialist. This contrasts with typical former airline
policy where the interview, simulator check and the
medical and psychological examinations were all given
together and the airman applicant was given a "yes or
no" and never knew where he failed to measure up!
Several radial keratotomy pilots have been given
employment with the major airlines. Don't advise your
pilots to rush out and get refractory surgery just yet!
All of the pilots accepted so far are five or more years
post-op and have passed vigorous testing including
glare intolerance, visual fields, etc.
Most often misunderstood concept by pilots applying to
the airlines: If the FAA says I'm qualified for First
Class Certification, then how can the airlines say I'm
not? It's a matter of mandates; the FAA is mandated
to set minimum standards. The Part 121 carriers are
charged with meeting the highest standards to insure
the utmost in aviation safety. Example: the FAA says
it's OK for a 25 year old ATP pilot to be type-rated in a
B-767 and serve as captain. Needless to say, there are
no 25-year-old B-767 captains with any airlines.
The '97 CAM A Meeting in New Orleans was attended
by AMEs from 38 states. Seven foreign countries were
represented by our international membership
Heard on the Internet: There are some AMEs where the
pilot is important and some where the AME is impor-
tant, pick carefully!
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(Beyond the FAA Flight Physical contd.)
15% five-year survival. Even in mild, well-controlled
hypertension, studies show a 20% reduction in mortality.
There is a significant reduction in CVA and non-fatal
Mi's, as well. Clearly, hypertension should be treated.
Non-pharmacologic treatments (e.g., weight reduction,
increased physical activity, sodium restriction, and
decreased alcohol intake) have not been studied as to their
effect on mortality and morbidity but do have an effect
upon lowering blood pressure.
The American Heart Association recommends a biennial
blood pressure examination.
Interestingly, screening for carotid artery disease beyond
the physical examination and auscultation of the neck is
not recommended. Screening for peripheral vascular dis-
ease beyond palpation of pulses in asymptomatic people is
not recommended. Screening for abdominal aortic
aneurysm in asymptomatic persons is not recommended
except for physical examination and auscultation of the
abdomen.
Breast Cancer comprises 32% of all cancer in women.
Approximately 182,000 new cases and 46,000 deaths
annually makes this the most important cancer in women.
Important risk factors are gender, age, and being a resident
of northern Europe or North America. The risk is doubled
or tripled in women with a first degree relative with breast
cancer.
There are three recognized screening tests for cancer of
the breast:
Clinical breast examination (CBE)
X-ray mammography
Breast self-examination (BSE)
The best seems to be x-ray mammography, but BSE may
be very good in some well-trained women. There is no
total agreement between the various medical
organizations. The NIH says: "screening for breast cancer
every one to two years with CBE and mammogram in
women ages 50-59 is recommended. Mammography
should be performed with low dose equipment and by
well-trained personnel." Recommendations for females in
the 40-49 age group remains controversial as are recom-
mendations for females over the age of 70 years. BSE has
not been studied well enough to make specific recommen-
dations.
Screening for colorectal cancer:
Colorectal cancer is the second most common cancer in
the U.S. There are 140,000 new cases each year and 55,
000 deaths. 60% have regional or distant metastases at the
time of diagnosis. The five-year survival is 91 % for local-
ized disease, 60% for those with regional spread and 6%
for those patients with distant metastases.
Those who are at greatest risk are those with longstanding
ulcerative colitis and those with the uncommon familial
syndromes (i.e., polyposis and hereditary nonpolyposis
colorectal cancer [HNPCC]). Also a first degree relative
with a history of colorectal cancer or adenoma, endometri-
al, ovarian or breast cancer has been shown to increase
risk.
Screening tests for colorectal cancer in asymptomatic per-
sons consist of the digital rectal examination, fecal occult
blood test, and sigmoidoscopy. Less frequently, used tests
are barium enema and colonoscopy. These are, however,
recommended for high-risk individuals.
Fewer than 10% of cancers can be palpated by digital
examination. The sensitivity and specificity of fecal
occult blood testing for colorectal cancer is 26-92% and
90-99% respective (based on two samples from three dif-
ferent stool specimens). Most are false positives. Only
30% of colorectal cancers occur in the lower 20cm of the
bowel limiting the effect of the ridgid scope.
The 60cm flexible sigmoidoscope can reach 65-76% of
polyps and 40-60% of rectal cancers. Barium enema
seems to have comparable results. These tests are not
without some hazard and are not without discomfort. The
objective is to find small adenomatous polyps that will
take an average 10 or more years to become malignant.
The ACS AGA ACOG ACP are all in agreement that a dig-
ital rectal examination once per year after the age of 40 is
indicated. Annual stool for occult blood should be done
on all patients. Barium enema and flexible sigmoidoscopy
or colonoscopy at 3-5 year intervals is indicated. If every-
one complied with this the cost per life saved would be
about $42,000.00.
This article will be continued in the next issue of The
CAMA Bulletin.
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ON THE HORIZON
AEROSPACE
MEDICAL ASSOCIATION
69TH ANNUAL
SCIENTIFIC MEETING
Seattle, WA . .May 17-21, 1998
For more information on the
AsMA meeting, contact:
RUSSELL RAYMAN, M.D., AsMA
320 S. HENRY STREET
ALEXANDRIA, VA 22314
(703) 739-2240
FAA AVIATION
MEDICAL
EXAMINERS (AME)
SEMINAR SCHEDULE
Okla. City, OK Dec. 8-12,1997
Los Angeles, CA Feb 19-22,1998
Oklahoma City, OK March 16-20,1998
Washington, DC April 17-19,1998
Seattle, WA May 17-21,1998
Oklahoma City, OK June 15-19,1998
Denver, CO July 17-19,1998
Oklahoma City, OK August 24-28,1998"
For more information, contact your
Regional Flight Surgeon or:
Mr. Douglas R. Burnett
AAM-400
Aeromedical
Education Division
P.O. Box 25082
Oklahoma City, OK 73125
(405)954-4830/6214
ANNUAL CAMA
MEETING DATES
Innsbruck, Austria June 24-27,1998
Holiday Inn
Los Angeles, CA Nov. 18-21,1998
Hilton Airport Hotel
CAMA will publish specific infor-
mation when details are available.
CAMA Headquarters
P.O. Box 23864
Oklahoma City, OK
73123-2864
(405) 840-0199
FAX (405) 848-1053
Welcome New CAMA Members
Aline, M.D. Peter
1200 North Ventura Rd.Suite G
Oxnard, CA 93030
Ambarserri, M.D. Mahomoud M.
Saudi Arabian Airlines
Medical Svcs Med. PO Box 4408
Medinah, Saudi Arabia
Auxter, D.O. Thomas M.
1390 W.Cherokee
Cleveland, OK 74020
Brender, M.D. Arnold J.
17742 Beach Blvd., Suite 215
Huntington Beach, CA 92647
Breuder, M.D. Andrew
3 Newfane Road
Bedford, NH 03110-4844
Broslawski, D.O. Gregory E.
121 State Route 31
Remington, NJ 08822-5744
Cimrniancic, DDS Mary A.
P.O. Box 351
Lake Geneva, WI53147
Colombo, M.D. Liberto M.
3012 U.S. Highway 301 North #100
Tampa, FL 33619
Dillenkoffer, M.D. Robert L.
409 Ridgewood Drive
Metairie, LA 70001
Dunmire, HI, M.S. Robert B.
115 Fairway Drive
Goldsboro,NC 27534
Economides, M.D. Nicholas George
2120 South Germantown Road
Germantown,TN 38138
Fagin, M.D. Gary
3 Tyco Park
Exeter, NH 03833
Feinberg, M.D. Steven A.
6001 North Brookline Road
Oklahoma City, OK 73112
Field, M.D. Steven A.
4321CarrollwoodVil.Dr.
Tampa, FL 33624
Furgang, M.D. Fred A.
12824 S.W. 108th Avenue
Miami, FL 33176-5404
Gallagher, M.D. Thomas James
2015 N.W. 24th Avenue
Gainesville, FL 32603
Garfield, M.D. Jane W.
Mednow Clinic
194 High Street
Ellsworth, ME 04605
Gibson, M.D., Barbara A.
9887 82nd St. South
Cottage Grove, MN 55016
Gittens, M.D. Carl C.F.
River One Office Plaza
309 East Osceola Street, #204
Stuart, FL 34994
Hafez, M.D. Valid
1828 State Street
Quincy, IL 62301
Harper n, M.D. Charles R.
2696 Peachtree Walk
Duluth, GA 30096
Kennedy, D.O. Joseph!.
Fond du Lac Regional Clinic
80 Seboygan Street
Fond du Lac, WT 54935
Kennedy, M.D. James A.
Western Dakota Medical Group
1102 Main Street
Wtlliston,ND 58801
Kienitz, D.O. Ronald
545 Ohohia Street
Honolulu, HI 96819
Kuntson, M.D. John Martin
1165 Autumn Drive
Woodbury.MN 55125
Krause, M.D. Wolfgang
544 Eagle Drive
Alamogordo, NM 88310
Kurzwell. M.D. Peter J.
35 Hickory Drive
East Hills, NY 11542
Lovett, M.D., FACEP William B.
10676 Creeknoll Court
Cincinnati, OH 45242
Lowery Jr., M.D. William D.
2331 Winchester Drive
Albany, GA 31707-0625
Lozano, M.D. Ramon G
1006 GolfView Drive
McKeesport,PA15135
Haskell, M.D. Brent McNally, M.D. Lawrence
4900 Yonge Street, #300 6029 Beltline Road, Suite 105
North York, ON, M2W 6A5, Canada Dallas, TX 75240
Hoff, M.D. Bernhard
FriedrichEbertStr45
Dusselforf, 40210 Germany
Hudson, D.O. George M.
7380 Turfway Road
Florence, KY 41042
McTague, M.D. Jerome A.
19740 West SR 105
Elmore.OH 43416
Marshall, M.D. Larry
5009 Randlett
La Mesa, CA 91941
Mastenbroek, M.D. Anton G.
Palm Beach 498
Aruba, Dutch Caribbean
Naama,M.DS. A-AzizAI
P.O. Box 16293
Doha. State of QATAR
Olson, D.O. Dettleff
108 North Main Street
Englewood OH 45322
O'Toole, D.O. Charles L.
1318 Paluxy Road
Granbury, TX 76048
Pelletier, M.D. Maureen
7345 State Road
Cincinnati, OH 45230
Poe, D.O.Steven D.
1308 North Sheridan Road
Marion, IN 46925
Ramos Melhado, M.D. VaniaE.
Rau: Professor
Vahia de Abreau 63, Apto. 52
Vila Olimpia, San Paulo, BRASH
Ray, M.D. Morris William Semmes
Murphy Clinic
930 Madison Avenue, Suite 600
Memphis, TN 38103
Reflet, M.D. IsabelleL.
Rue de Courcelles 1,6230
Pont A Celles, BELGIUM
Rice, M.D. Donald T.
609 Denver Street
Schuyler, NE 68661
Richards, M.D.David T
2231 Cherry Street, Suite 203
Toledo, OH 43608
Robinson, D.O. David C
40941 Winchester Road
Temecula, CA 92591
Robinson, M.D.Linda Moore
P.O. Box 913
Coats, NC 27521
Rood, M.D. Loren K.
6758 Pettier Q
Indianapolis, IN 46278
Rosenmal, M.D. Thomas M.
Rt. !Box474-G
Delmar.DE 19940
Ryan, M.D. Eugene H.
P.O. Box 367
Hixson,TN 37343
Sahiar, M.D. Fardad
1276 Catain's Bridge
Dayton, OH 45458
Scheuring, D.O. Richard A.
219 Summit Street
Galena, IL 61036-0903
Schlich, M.D. Gerd
10922 West Ashland Way
Avondale.AZ 85323
Shirley, M.D. Grant C.
78 Wakefield Drive N.E.
Atlanta, GA 30309
Sloan, M.D. J. Stephen
670 Ironwood
Green River, WY 82935
Sproul, M.D. Kennard B.
Rural Route 14 Box 1
Brazil, IN 47834
Vitek, M.D. Robert P.
5901 Harvest Street N.E.
Albuquerque, NM 87109
Voge, M.D. Victoria
RR #3 Box 73
Gonzales,TX 78629
Waflart, M.D. Theodore A.
St. Joseph's Hospital
1900 Medical Arts Drive
Huntingburg, IN 47542
Wang, M.D. Elsie B.
1001 Bishop Street, Suite 390
Honolulu, HI 96813
Weidermann, M.D. Peter K.
Boxgraben 50
Aachen, 52064 GERMANY
Weiss, Wendy D.O.
Pismo Family Practice, Inc.
575 Price St., Suite 101
Pismo Beach, CA 93449
Wolf, M.D.Ivan L
Industrial Med. Associates
PC 961 Canal Street
Syracuse, NY 13210-1287
Yodice.JD Kathleen A
5700 Chapman Mill Drive.
#340
Rockville, MD 20852
Zimmer-Galler, M.D. Ingrid
8010 Hollow Reed Court
Frederick, MD 21701
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